INTRODUCTION
The lower urinary tract and female genital tract are arising from urogenital sinus. Both share a common embryologic origin and are sensitive to the effect of female steroid hormones. 1, 2 It has been suggested that estrogen increases urethral closure pressure and improve pressure transmission to the proximal urethra, both promoting continence. 3 Atrophic changes may be caused by estrogen deficiency occurring after menopause. Important physiological and endocrinological changes occur due to ageing of ovary noticed around menopause and ultimately depletion of hormone level. Surgical menopause refers to indirect menopause caused by surgical removal of both ovaries in a woman who is still menstruating. Surgical procedure that could include bilateral oopherectomy includes hysterectomy, abdominoperineal resection and total pelvic exenteration with oopherectomy. In surgical menopause the physiological and endocrinal changes associated occur quickly as woman does not get a chance for gradual transition and it has a significant impact on women's quality of life and longevity. Urodynamics as a tool is gaining increasing importance and clinical urodynamic evaluation has become an established part of investigation for the lower urinary tract.
Aims and objectives
1. To study the urogenital symptoms and urodynamic observation in women after natural menopause. 2. To study the urogenital symptoms and urodynamic observation in women after surgical menopause. 3. To compare the findings in above two groups.
METHODS
This study was conducted in urodynamic laboratory in the department of Urology in Indira Gandhi Institute of Medical Sciences, Patna over a period of two years of December 2010 to December 2012. Ethical committee approval was obtained before conducting study. A total of sixty six patients were selected form out patients department (OPD) of Urology, Obstetrics & Gynecology and Reproductive Biology.
Inclusion criteria
Patients who attained natural menopause for more than 12 months with lower urinary tract symptoms and genital symptoms were selected for the study.
Patient who attained surgical menopause for more than 12 months with lower urinary tract symptoms and genital symptoms were selected for the study. Mean age of presentation of symptoms in natural menopause group was 54.64±7.0 years and in surgical menopause group was 50.59±7.57 years (Table 1) . 91.17% of the patients with natural menopause presented after 5 years of menopause while in surgical group 34.37% presented within 5 years of menopause (Table 2) . Among genital symptoms vaginal discharge was significantly higher (p<0.05) in surgical group 46.87% (15/32) in comparison to 26.4% (9/34) natural menopause group. Other symptoms were more frequent in surgical menopause but no statistical significance was observed. Atrophic vaginitis was seen in 20 patients with natural menopause and 21 in surgical menopause. Levator tone was weak in 18 patients in natural menopause group and 12 patients in surgical menopause group. Weak levator tone was seen in patients with stress incontinence in both the groups (Table 3) . Among urinary symptoms frequency was the most common symptom in both the groups, 15 (44.12%) in natural menopause and 22 (68.75%) in surgical menopause, more prevalent in surgical group. Among incontinence stress incontinence was most common in the groups, 20.59% in natural group and 37.5 % in surgical group, statistically significant in surgical group. Prevalence of urge incontinence was observed more in natural menopause 20.59% and 3.12 % in surgical menopause ( 
Exclusion criteria

DISCUSSION
The present study was a prospective study which was done to compare urogenital symptoms and urodynamic observation in postmenopausal women with natural and surgical menopause. Dhillon et al reported mean age 49±3.4 years for natural menopause. 4 In our study the mean age at presentation of urogenital symptoms in natural menopause and surgical menopause group was 54.64±7.0 and 50.59±7.57 years respectively. No statistical significance was observed in the age at presentation between spontaneous and surgical menopause. Ho-Hsuing Lin et al showed highest prevalence of symptoms among 40-60 years age group. 5 In our study most patients were in the age group of 45-65 years (75-80%). Henlay et al and Mundy have observed appearance/worsening of urinary symptoms in patients after hysterectomy. Present study observed postmenopausal urogenital symptoms in 11/32 (34.37%) in surgical group and on contrary only 3/34 (8.82%) in natural menopause group who presented within 5 years of menopause. Probably surgical interference leading to alteration in pelvic floor anatomy and neurological damage has some role to play in early presentation of urinary symptoms in surgical menopause group.
Our study included postmenopausal patients presenting with genital symptoms dryness of vagina, pruritus, burning sensation, vaginal discharge and dyspareunia. Vaginal discharge was complained by 26.47% in natural group and 46.87% in surgical menopause. (p<0.05) Other symptoms were more frequent in surgical menopause but no statistical significance difference was observed.
Sobhgol reported pelvic muscle strength was a predictor of stress incontinence.
by mucosal changes due to atrophic vaginitis certainly has a role to play in high incidence of various types of urinary incontinence observed in the postmenopausal women. Atrophic vaginitis was observed in 20 of 34 patients in natural menopause and 21 of 32 in surgical menopause. Levator tone was weak in 18/34 patients in natural menopause and 12/32 in surgical group. Levator tone was weak in most of the patients with stress incontinence.
Incontinence which was the most debilitating symptom was present in 34.8% in natural menopause in the study done by Magdelena et al Brown et al showed 60% in surgical menopause. 7 In our study incontinence was present 47.5% in natural menopause and 62.51% in surgical menopause (p>0.05).
The mean flow rate in natural menopause was 13.72± 2.96 ml/s and in surgical menopause 13.06± 2.78 ml/s. The mean flow rate in surgical menopause was lower than the mean flow rate in natural menopause but the difference was not statistically significant (p>0.05).
In our study both PFR and MFR was decreased in voiding dysfunction similar to study done by Haylen. 8 The mean residual volume in natural menopause was 19.58±15.88 ml and in surgical menopause was 23.56±19.93 ml though mean residual volume was more in surgical group there was no statistically significance. In our study increased residual volume was associated with surgical menopause and voiding dysfunction. B. T. Haylen showed that high residual volume was associated with prior hysterectomy and voiding difficulties.
The mean maximum bladder capacity in natural menopause was 379±105 ml and 369±95.08 ml in surgical menopause. There was no statistically significant difference between both groups. A significantly lower bladder capacity was observed in patients with uninhibited detrusor contractions. Diokno et al also reported that mean bladder capacity with uninhibited bladder contractions was significantly lesser than those without uninhibited bladder contraction. 9 In our study the mean bladder compliance in natural menopause was 12.39±5.26 ml/cm of H 2 O and 13.28±4.10 ml/cm of H 2 O, there was no statistically significant difference between both the groups. Compliance was poor in patients with urge incontinence.
CONCLUSION
The present study suggests that hypoestrogenism could be an etiological factor in urogenital dysfunction in postmenopausal women with spontaneous menopause and surgical menopause. In surgical menopause, the physiologic changes associated with menopause occur quickly and significant impact on a woman's life. Further, prospective studies with larger number of patients with multicenter experience will be required to validate these results.
